'Practice makes perfect' is one of the most oft-heard aphorisms during our years of upbringing and education. Indeed, we believe that this rule makes perfect sense when applied to the practice of peritoneal dialysis.
To date, there have been no robust randomized trials qualified enough to stir the cauldron that determines superiority (if any) of one dialysis modality over another. Although everyone agrees that selection of peritoneal dialysis versus haemodialysis is an individualized choice, the optimal means of patient selection is hotly debated [1] . The key question is whether patients have shown better survival with one particular modality of dialysis versus another. Accumulating evidence shows an important role for the centre effect in determining treatment success. For example, data from population-based or nationwide cohorts show that increasing cumulative numbers of treated peritoneal dialysis patients are associated with improved patient survival during peritoneal dialysis [2] . In Canada, technique failure rates and covariate-adjusted mortality decreased significantly with increasing numbers of peritoneal dialysis patients being treated (by each individual centre) [3] . For example, patients treated by centres with >500 cumulative peritoneal dialysis patient counts had a 29% reduction in mortality risk. When the centres were further classified by the utility of peritoneal dialysis, significantly lower technique failure rates were found in centres having a higher percentage of patients initiating dialysis on peritoneal dialysis [3] . Similar results were found in the Dutch dialysis registry analysis [4] , the United States Renal Data System and in more recent cohorts from the United States [5] [6] [7] .
To put these registry data in context, it is possible that nephrologists from centres with more experience and specialization with peritoneal dialysis provided more effective management of infectious complications, peritoneal access creation, volume status and cardiovascular disease. What then are the implications for peritoneal catheter insertion by nephrologists? The practice of peritoneal dialysis catheter insertion by nephrologists substantially contributes to treatment outcomes, in part, because it enhances peritoneal dialysis penetration and because of the consistent salutary effect of centre size on technique success rates and patient survival outcomes.
Why does insertion of peritoneal dialysis catheters by nephrologists matter? This issue is more than just the mere need for continuity in patient care. In all likelihood, the ultimate goal is to provide timely and effective catheter insertion without unduly long waiting times or delay, during which potential candidates for peritoneal dialysis may lose interest in this dialysis modality. In an age where tight operating theatre schedules have become the rule rather than the exception, referral to a surgeon (and scheduling an operating theatre) for catheter insertion becomes the rate-limiting step for initiating peritoneal dialysis. In addition, there is a dearth of committed surgical teams having a keen interest in peritoneal catheter placement in most dialysis centres. A lengthy waiting list for catheter insertion is demoralizing for both renal physicians and patients alike, causing an ultimate erosion of confidence in peritoneal dialysis. In this context, catheter insertion by nephrologists is a critical component of a successful peritoneal dialysis programme. There is a plethora of evidence to suggest that catheter insertion by nephrologists improves peritoneal dialysis utilization and increases the peritoneal dialysis population growth rate [8] [9] [10] [11] . Importantly, catheter insertion by nephrologists was paralleled by a change in the number of peritoneal dialysis patients in each centre. For instance, initiation of catheter insertion by nephrologists in three centres in the United States was associated with a 22-32% increase in the number of peritoneal dialysis patients [8] , whereas a return to catheter insertion by surgeons led to a decline in the peritoneal dialysis population [8] . In other studies, a similar growth in the peritoneal dialysis penetration was seen following the development of comprehensive infrastructure and support systems that included catheter insertion by nephrologists [9] [10] [11] . In particular, a universal policy of catheter insertion by nephrologists in one Malaysian dialysis unit was associated with a dramatically increased penetration ratio of peritoneal dialysis compared to haemodialysis, representing a quadrupling from that of the national average [11] . Together, these studies show that peritoneal dialysis catheter insertion by nephrologists reduces the waiting times and therefore enhances peritoneal dialysis uptake; the latter in turn has been consistently associated with improved patient survival and technique survival during peritoneal dialysis [2] . The next pertinent question concerns the feasibility and safety of peritoneal access creation by nephrologists. An article in the current issue reported high success rates of percutaneous peritoneal catheter insertion by nephrologists in a single United Kingdom dialysis centre [12] . Henderson and colleagues [12] used data from 283 catheters inserted percutaneously by nephrologists at the Imperial College Healthcare NHS Trust, and noted a technique survival rate of 83% at 6 months. In all patients, percutaneous catheter insertions were performed in a dedicated procedure room with the use of intravenous sedation and local anaesthetic. None had internal viscus injury or bowel perforation. Although the results from this observational study are very encouraging, additional questions remain. In particular, their findings did not determine which approach of peritoneal catheter placement produced better outcomes.
Currently, peritoneal catheters can be inserted surgically using an open dissection technique, either with the use of a laparoscope or peritoneoscope. Alternatively, catheters may be inserted percutaneously after blind (or with a modified Seldinger technique) puncture of the abdomen; a variation on this blind technique is the fluoroscopy-assisted method. A detailed discussion and comparison of these methods has been recently reviewed elsewhere [13] . Before deciding to choose one technique over another, one must assess the risk of general anaesthesia, and then determine the relative expertise and availability of the operating theatre, the issues related to the operative time and the break-in period. Also relevant to decisions regarding insertion methods are the clinical needs of adhesiolysis (to eliminate compartmentalization and to restore the lower abdominal cavity and pelvis to an open space), omentopexy (to prevent catheter obstruction or displacement causing suboptimal drainage produced by omental entrapment), hernia detection and repair. That being said, nephrologists have achieved very satisfactory outcomes with catheter insertions using these different methods. We have identified 13 published case studies from around the world [11, 12, [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] wherein peritoneal dialysis catheters were inserted solely by nephrologists (Table 1) ; the majority of catheters were placed percutaneously using the Seldinger technique. Primary successful insertion rates ranged from 92-100% in the three described methods (surgically using an open dissection technique; with the use of laparoscope or peritoneoscope and inserted percutaneously). The success of catheter insertion by committed and well-trained nephrologists is not surprising because it effectively reflects the dogma of 'practice makes perfect'.
In terms of geographical variations in practice, blind insertion of percutaneous catheters is seldom used in the United States, whereas open surgical insertion is often practiced by nephrologists in parts of Asia, such as in Hong Kong [2, 20] . The common practice of catheter insertion by nephrologists in Hong Kong contrasts markedly with that of other countries. According to a recently published survey examining peritoneal dialysis access practices in 43 renal units in the UK [25] , consultant surgeons placed 71.7% of peritoneal catheters (compared to 19.3% of placements by consultant nephrologists). This may explain the relatively long waiting times (from 1 week up to 3 months) for catheter insertion [25] . Therefore, it is of considerable importance to read the encouraging report by Henderson and colleagues [12] from the UK. Their report substantially contributes to the evidence that justifies enthusiasm for peritoneal dialysis access creation by nephrologists. To improve the utilization rates of peritoneal dialysis, the practice of catheter insertion by nephrologists is of vital importance. Timely catheter insertion provided by nephrologists will reduce unnecessary delays, which will shorten the time patients remain on unwanted dialysis modalities. In our centre, nephrologists also perform uncomplicated Tenckhoff catheter removal after severe peritonitis in order to hasten recovery from resistant peritonitis [26] . We believe that peritoneal dialysis catheter insertion in the hands of experienced nephrologists is safe and should be strongly encouraged.
